INTRODUCTION
============

Congenital anomalies involving the gallbladder are very rare^\[[@b1-1123-1-8019-1-10-20190520]\]^. An intrahepatic gallbladder usually has impaired function because it does not empty completely, with many such patients developing gallstones as a result of bile stasis. Consequently, a large number of patients will require surgery, which can be problematic due to the unusual anatomy^\[[@b2-1123-1-8019-1-10-20190520],[@b3-1123-1-8019-1-10-20190520]\]^.

CASE REPORT
===========

We present the case of a 57-year-old man who presented to the outpatient clinic with a 6-month history of intermittent attacks of colicky abdominal pain mainly in the right hypochondrium, radiating to the right shoulder. There was no significant past medical history. The only family history of note was that his mother had been diagnosed with breast cancer at the age of 68.

General examination was unremarkable and all observations were stable. Abdominal examination revealed no palpable masses or organomegaly. There was mild tenderness in the right upper quadrant and epigastric region with no rebound tenderness and Murphy's sign was negative. Initial laboratory investigations including full blood count, liver function tests, and serum amylase as well as kidney function tests were all normal.

Based on the history and clinical findings, a provisional diagnosis of gallbladder stones was suspected, so an abdominal ultrasound scan was performed. The results confirmed the clinical diagnosis, showing chronic calculous cholecystitis with a normal calibre common bile duct.

The patient underwent elective laparoscopic cholecystectomy which revealed an intrahepatic gallbladder, so the operation was converted to conventional open surgery through a Kocher incision. The gallbladder was found to be intrahepatic with its fundus on the anterior surface of the liver ([Fig. 1](#f1-1123-1-8019-1-10-20190520){ref-type="fig"}).

Retrograde cholecystectomy was carried out after resecting through the liver to separate the gallbladder from its bed ([Fig. 2](#f2-1123-1-8019-1-10-20190520){ref-type="fig"}). The cystic duct was very long (about 8 cm) and resected flush to the common bile duct as a small stone was impacted at its proximal end ([Fig. 3](#f3-1123-1-8019-1-10-20190520){ref-type="fig"}).

After haemostasis, a size 16 tube drain was left in the operative bed, and mass abdominal wall closure was carried out. On the second post-operative day, the patient was able to tolerate fluids and a light diet, and his post-operative bloods were all within normal range. The drain only drained 40 ml of serous fluid, so it was removed. The patient mobilized well and was discharged home after 3 days.

The patient was seen in the outpatient department 1 month later. He had continued to recover well without any recorded complications.

DISCUSSION
==========

Ectopic gallbladders are a very rare finding^\[[@b4-1123-1-8019-1-10-20190520]\]^ but are found in various locations:left lobe intrahepatic, transverse, retroplaced and 'floating' gallbladders have all been identified. There have also been some even more uncommon case reports of a gallbladder in the falciform ligament and in the anterior abdominal wall^\[[@b5-1123-1-8019-1-10-20190520],[@b6-1123-1-8019-1-10-20190520]\]^. The intrahepatic location is the second most common location for ectopic gallbladders^\[[@b7-1123-1-8019-1-10-20190520]\]^.

Despite its rarity, awareness of the possibility of an ectopic gallbladder is important pre-operatively. Ectopic gallbladders can have significant complications, including an increased incidence of co-existent cholelithiasis^\[[@b6-1123-1-8019-1-10-20190520]\]^ due to biliary stasis, risk of torsion if it is suspended on a mesentery, or even herniation through the foramen of Winslow. A significant number of such cases will therefore progress to surgery. This can lead to increased difficulties intra-operatively, particularly if there is no awareness of the possibility of an ectopic gallbladder. Although there have been case reports suggesting the importance of identifying ectopic gallbladders pre-operatively^\[[@b7-1123-1-8019-1-10-20190520],[@b8-1123-1-8019-1-10-20190520]\]^, this unfortunately did not occur in our case, probably as a result of the intrahepatic location. However, our example demonstrates, even if the gallbladder location is identified intra-operatively, that open surgery using a retrograde approach can be performed with very successful results. Although laparoscopic cholecystectomy for ectopic gallbladders appears to be becoming increasingly common^\[[@b9-1123-1-8019-1-10-20190520]\]^, there are still no documented cases of its use in removing intrahepatic gallbladders and so open surgery should remain the treatment of choice.

CONCLUSION
==========

Although a rare condition, an intrahepatic gallbladder will often require surgery due to the increased incidence of cholelithiasis caused by biliary stasis. Awareness of the presence of ectopic gallbladder sites and their recognition allows proper intra-operative planning to avoid possible complications.
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